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Background:	Whilst	many	health	 systems	offer	 a	 range	of	 urgent	 and	emergency	
care	services	to	deal	with	the	need	for	unscheduled	care,	these	can	be	problematic	
to	navigate.
Objective:	 To	 explore	 how	 lay	 people	 make	 sense	 of	 urgent	 care	 provision	 and	
processes.









Findings and Discussion:	 Participants	 narratives	 illuminated	 considerable	 uncer-
tainty	and	confusion	regarding	urgent	and	emergency	care	provision	which	in	part	
could	 be	 traced	 to	 the	 contingent	 nature	 of	 urgent	 and	 emergency	 care	 need.	
Accounts	of	emergency	care	provision	were	underpinned	by	strong	moral	position-
ing	of	appropriate	help-	seeking,	demarcating	legitimate	service	use	that	echoed	pol-
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1  | INTRODUC TION
In	developed	countries,	including	the	UK,	USA,	Canada	and	Australia,	









a	 range	 of	 services	 (GP	 out-	of-	hours,	walk-	in	 centres,	 urgent	 care	


















represented	as	an	 inverted	pyramid	 in	which	most	people	 self-	care	
or	 access	 a	 range	of	 urgent	 care	 services	 such	 as	GPs,	 urgent	 care	
centres,	community	nurses	or	pharmacists,	with	only	the	more	seri-
ous	 or	 life-	threatening	 conditions	 requiring	 access	 to	 the	 specialist	
services	of	hospitals	and	emergency	departments.	Emergency	care	is	








































of	UK	policy	and	 relevant	 research	 to	 illuminate	some	of	 the	core	
definitions	surrounding	urgent	and	emergency	health-	care	services	
and	it	is	presented	as	a	context	for	data	considered	in	two	citizens’	





of	 help-	seeking,	 “over	 use,”	 and	 “inappropriate	 attendance”	 that	
occur	when	users	encounter	and	think	about	the	use	of	urgent	and	
emergency	health	care	at	the	interface	with	other	service	provision.
1.1 | Defining urgent and emergency NHS care in 
policy and research literatures
The	 Urgent	 and	 Emergency	 Care	 Review1,4,7	 presents	 a	 pyramid	
model	 of	 services	 (Keogh	model)	which	 are	 distinct	 from	 one	 an-
other	and	provide	for	varying	levels	of	need	(see	Figure	1).
In	 these	 policy	 documents,	 emergency	 and	 urgent	 care	 needs	
are	 defined	 by	 reference	 to	 their	 own	 labels	 and	 to	 each	 other;	
urgent	 is	 compared	 to	 emergency	 as	 “not	 life-	threatening,”	 and	
designated	as	“serious”	versus	“more	serious”	emergency	presenta-
tions.1,4,7	Thus,	“urgent”	conditions	may	be	described	as	“serious	but	
not	 life-	threatening”4,23	 and	 urgent	 care	 services	 “for	 people	who	
feel	urgently	 ill”	 (p.	37).24	There	are	hints	of	the	model	of	services	
being	based	on	a	hierarchy	of	need,	but	no	real	explanation	of	how	
the	 boundaries	 between	 services	 are	 operationalized.	 Few	 policy	
documents	 provide	 a	 working	 definition	 of	 urgent	 or	 emergency	
health-	care	needs.	There	is	a	vaguely	specified	suggestion	that	the	
designation	of	urgent	or	emergency	hinges	on	the	speed	with	which	




















have	 been	 responded	 to	 elsewhere.32	 Differences	 in	 professional	
perceptions	of	urgency	and	wide	variance	in	what	is	considered	as	
appropriate	service	use	is	also	evident.33,34	Quan	et	al35	found	that	
professional	 assessment	 of	 urgency	 was	 based	 around	 timeframe	
and	 contextual	 subjectivity,	 such	 as	whether	 the	 patients	 or	 their	
family	was	upset,	 rather	 than	clinical	 features	alone.	Furthermore,	
definitions	of	urgency	varied	between	physicians	and	nurses,	with	
nurses	more	 likely	 to	 take	 in	 the	wider	 context	 of	 the	patient	 ex-
perience.	Koziol-	McLain	 et	al36	 suggest	 that	 the	 term	 “severity”	 is	
embedded	in	the	“medical	framework	of	physiologic	dysfunction	or	
disease”	and	they	define	emergency	care	as	“those	health	services	
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migrants	 may	 lack	 familiarity	 and	 experience	 with	 local	 services	
as	 a	 basis	 for	 sense-	making	 and	 may	 be	 a	 marginalized	 group.38 











Semi-	structured	 interviews	 were	 conducted	 with	 a	 separate	
sample	 of	 people.	 Initial	 interviews	 explored	 how	 people	 distin-
guished	 between	 routine,	 urgent	 and	 emergency	 care	 needs,	 and	













and	 July	 2017.	We	had	 anticipated	 that	 participants	would	 be	 re-
cruited	via	NHS	urgent	and	emergency	care	services	however	this	
proved	 very	 difficult	 (only	 13	 participants	 were	 recruited	 in	 this	
way).	We	 therefore	widened	 our	 strategy	 and	 recruited	 a	 further	
87	participants	from	the	general	population	using	community-	based	
advertising	 and	 local	 media	 advertising	 to	 meet	 sample	 targets.	
Interested	 participants	 were	 either	 sent	 an	 information	 pack	 by	
e-mail	or	a	 research	nurse	handed	them	 (at	 the	ED	or	urgent	care	
centre)	 or	 posted	 an	 information	 pack	 (NHS	 111	 and	 community	
sample).	 To	 encourage	 greater	 uptake	 of	 interviews,	we	offered	 a	
£15	gift	voucher	(per	interview)	as	an	incentive	to	take	part.	We	con-
ducted	93	 first	 interviews	with	100	people	 (some	 in	pairs,	usually	
older	couples	where	a	spouse	or	partner	was	present	 in	the	home	













collection	of	both	panel	 and	 interview	data.	We	undertook	a	 the-
matic	analysis	of	these	data	following	the	stages	described	by	Braun	
and	Clarke	(2006),39	familiarising	ourselves	with	the	data,	generat-






Qualitative	 interview	 data	 were	 analysed	 using	 a	 team	 ap-
proach	to	share	and	interpret	data	collectively,	building	emergent	
themes	and	developing	narrative	and	interpretive	summaries.	The	
research	 team	 read	 and	 open	 coded	 a	 sample	 of	 transcripts	 and	
panel	 reports	 independently,	 discussed	 emerging	 codes	 to	 form	
the	 basis	 for	 a	 coding	 scheme	which	was	 refined	 and	 applied	 to	
all	 transcripts.	We	 drew	 on	 the	 Framework	 Analysis	 approach40 
to	 aid	 comparative	 analysis,	 in	 particular	 to	 identify	 factors	 that	
appeared	common	or	different	across	different	data	 sources	and	





prising	 the	 fieldworkers,	 researchers	and	clinicians	and	discussed	
with	advisors	including	patient	representatives	to	check	credibility	
and	refine	thinking.
3  | FINDINGS AND DISCUSSION
Sense-	making	 can	 be	 understood	 as	 activity	 by	 actors	 in	 an	 or-
ganization	or	 system,	 including	an	open	system	such	as	patients	
systems	of	personal	communities	or	networks,	in	which	attempts	
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and	how	to	use	urgent	care	and	(d)	re-	imagined	borders	of	urgent	
and	emergency	provision.
3.1 | The confusing boundaries of urgent care 
service provision
Services	 identified	 as	 potentially	 available	 for	 urgent	 and	 emer-
gency	 care	 included	expected	 answers	 such	 as	 general	 practice,	
ambulance	 services	 (contacted	 via	 the	 999	 telephone	 number)	
and	 emergency	 departments,	 NHS	 walk-	in	 centres,	 pharmacies	
and	the	NHS	111	helpline.	However,	reference	was	also	made	to	
an	 extended	 network	 of	 specialist	 services	 -	mental	 health,	 end	
of	 life,	 hospice	 care,	 geriatric	medicine,	 physiotherapy	 and	 den-
tal	services,	information	and	advice	services	and	non-	health-	care	
services	 including	 social	 services,	 police	 and	 patient	 transport.	
Previous	research42	prior	to	the	setup	of	the	system	of	NHS	walk-
	in	 centres	 suggested	 that	 potential	 users	 made	 sense	 of	 them	
by	 framing	 expectations	 with	 reference	 to	 the	 configuration	 of	
General	Practice	provision.	Exploring	a	different	set	of	users’	per-
spectives	 17	years	 later,	 there	was	 less	 clarity	 and	more	 confu-
sion	among	our	participants	when	 it	 came	 to	 specifying	 in	more	














P30:	 No	 clue.	 I	 have	 no	 clue.	 Can	 you	 tell	 me?	
	 (Younger	interviewee)
Data	analysed	from	East	European	panel	respondents	offered	a	










in	 their	 conceptualizations	of	urgent	 care	 services	despite	 current	























People	 understood	 “emergency”	 services	 as	 those	 designed	 for	
more	 serious,	 or	 life-	threatening	 conditions,	 but	 at	 times	 struggled	
to	identify	what	might	fall	 into	these	categories	and	frequently	used	
the	word	 “urgent”	 to	 describe	 such	 health-	care	 needs.	Occasionally	
interviewees	revealed	a	lag	in	understandings	of	the	changing	termi-










for	 very	 long	 or	maybe	 can	wait	 longer	 than	 emer-
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3.2 | Contingent nature of need
Making	 sense	of	 the	proximate	 types	of	 care	provision	 for	urgent	
and	emergency	care	was	linked	to	a	focus	on	time—an	aspect	men-
tioned	 in	some	UK	policy.24,25	 “Urgent”	need	required	“being	seen	
there	 and	 then,”	 “immediately,”	 “instantly”	 or	 “quickly.”	 However,	

















lacking	 the	expertise	 to	do	 so.	Contingencies	 in	 sense-	making	were	
apparent,	with	some	illustrative	cases	deemed	to	lie	outside	rules	or	















understanding	of	 the	 system	 in	which	possible	 actions	 are	 situated.	
Sense-	making	of	the	urgent	and	emergency	care	system	and	its	usage	





3.3 | Moral positioning in making sense of when and 
how to use urgent care
Our	data	 illuminated	how	people	 judge	 and	position	other	people	




















P36:	 I’d	 like	 to	 know	 what	 priorities	 each	 service	
treats.	 I	mean,	 some	people	must	 ring	 up	111	 for	 a	

































derogatory	 terms	 were	 used	 —”frequent	 flyers”	 or	 “time	 wasters”	
alongside	 recognized	 moral	 tensions	 in	 making	 such	 distinctions.	
However,	 interviewees	 were	 quick	 to	 distinguish	 their	 own	 mor-
ally	sanctioned	use	of	services	from	the	 irresponsible	behaviour	of	
others:
P12:	 I	was	 scared	 about	my	 breathing	 and	 the	 pain	
because	I’d	never	experienced	anything	like	that.	And,	
I	wouldn’t	do	it,	you	know,	lightly.	I	mean,	when	you	
hear	 these	 horrendous	 stories	 about	 people	 going	





















language	 to	describe	 their	 revised	models	 (eg,	 “less	urgent	 than	
999”)	they	wanted	clearer	information	about	what	different	ser-
vices	did	to	inform	their	sense-	making,	and	examples	of	the	kinds	


































characteristics	 of	 those	 purposively	 chosen	 in	 this	 study.48,49	Our	
exploration	 of	 peoples’	 sense-	making,	 experiences	 and	 views	 of	
the	distinctions	between	urgent	and	emergency	care	suggests	that	
boundaries	 between	 services	 are	 ill-	defined	 creating	 confusion	
about	the	appropriate	use	of	the	many	services	on	offer.	This	may	
explain	peoples’	difficulties	navigating	 the	use	of	 services	 in	ways	
officially	considered	“appropriate”	as	it	makes	sense	from	a	service	
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